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This major paper will explore trauma, trauma healing, and body-oriented practices, and answers 
the question, ‘How does the evolution of somatic therapies support the assertion that 
Mindfulness-Based Somatic Therapy is a successful trauma therapy?’. Traumatic experiences are 
common amongst individuals. Mainstream treatment models that focus on the cognitive 
processing of trauma often miss the opportunity to support a client’s healing through the 
development of physiological awareness by accessing body-oriented, and somatic based, 
therapies. Developing a clear and comprehensive understanding of what constitutes a traumatic 
event, how one might become traumatized, and the ingrained physiological responses to a 
traumatic event will provide deeper comprehension around why the inclusion of body-oriented 
therapies in trauma healing processes is vital in trauma therapy. Mindfulness-Based Somatic 
Therapy is a relatively new and progressive addition to the body of research and practice of 
somatic therapies; therefore, aspects of what aids in the creation of a successful trauma therapy 
will be identified and examined.  The practice of Somatic Experiencing will also be explored and 
referenced as a successful and effective somatic therapy and to provide further clarity and 
understanding for the practice of Mindfulness-Based Somatic Therapy. A thematic literature 
review analysis was used to gather and organize literature, and provide a basis of analysis for 
efficacy and research rigor. Conclusions and implications for social work include the increased 
necessity for trauma-informed practices that include a deeper awareness of the body’s role in 
experiencing trauma and regulating and deregulating emotions, as well as providing body-
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The topic of trauma treatment, and how to effectively provide it, is widely discussed and 
debated between researchers and mental health practitioners (Bent-Goodley, 2019; Briere & 
Scott, 2006; Center for Substance Abuse Treatment, 2014; Herman, 2015; Levine, 2010a; Maté, 
2018 May; Olssen, 2013; Van Ameringen et al., 2008). To fully comprehend the impacts and 
benefits of Mindfulness-Based Somatic Therapy, one must first develop an understanding of 
trauma: how a client might become traumatized, what this can look like amongst those who have 
experienced trauma, what Post-Traumatic Stress Disorder encompasses, what trauma treatment 
currently entails, and the benefits of somatic therapies. It is upon this foundation of 
understanding that an exploration of the development and practice that makes up Mindfulness-
Based Somatic Therapy (MBST) will be undertaken.    
The term ‘trauma’ is frequently utilized within colloquial language and bandied about 
with little concrete understanding of what a traumatic experience is, how it impacts the human 
brain, and how someone might recover from these experiences and physiological responses (Ley, 
2012). Herman (2015), a pioneer in the study of trauma and its impacts, defines trauma as an 
event that “overwhelm[s] the ordinary systems of care that give people a sense of control, 
connection, and meaning” (p. 33). Based on this definition, a traumatic event is not constrained 
to a physical event. Instead, it is the physical, emotional, mental, and spiritual response to the 
event stimuli that influences the perception of trauma and how comprehensively it impacts the 
individual and how long the trauma and stress responses remain in the body (Herman, 2015; 





an individual that could combat and protect the individual from negatively experiencing trauma 
and stress responses in the long-term (APA, 2013; Maté, 2003).   
Somatic therapies: Origins and definitions  
Many mental health clinicians claim that physiological responses of those who have 
experienced trauma and may be diagnosed with PTSD are not being fully supported or addressed 
by cognitive therapeutic modalities (Canadian Mental Health Association, 2014; Chek, 2019; 
Levine, 2010a; Levine, 2010b; Levine 2010c; Ogden & Minton, 2000; Olssen, 2013; Payne et 
al., 2015; Porges, 2009; Porges, 2017; Rothschild, 2000; Scaer, 2006; Van Ameringen et al., 
2008; van der Kolk, 2015). It is based on this understanding that body-oriented therapies and 
models have been evolving and gaining popularity throughout recent history. Amongst the first 
to shift from mind into the body in mental health practices during the 1970s and 1980s was the 
Hakomi method (Hakomi Institute, 2015; Kurtz, n.d.).  Hakomi utilizes and incorporates 
practices and beliefs derived from Buddhist culture, mindfulness practices, Tai Chi, Yoga, 
Rolfing, and nutrition and exercise (Hakomi Institute, 2015; Kurtz, n.d.).  Through this 
implementation, the practitioner was then able to support and guide their client away from telling 
a story about an event into emotionally processing and restructuring how they experienced the 
event (Caldwell, 2017; Hakomi Institute, 2015; Kurtz, n.d.; Johanson; 2009; Mize & Iantaffi, 
2013).  This shift has been pivotal in the movement towards Body-Oriented Therapies.  Building 
on this evolution in practice of embodying a focus and awareness of the role of body awareness 
in trauma healing, were several therapeutic methodologies that eventually came to be known 





Somatic therapies recognize and respect the neuroceptive responses and physiological 
symptoms that linger long beyond the traumatic experience.  To varying degrees, these somatic 
therapies strive to build inner resources within the client, to process and move through traumatic 
memories and physiological responses, and to promote emotional pain tolerance and regulation 
(Chek, 2019; Levine, 2010a; Porges, 2009; Porges, 2017; van der Kolk, 2015). Among the 
forefront of these somatic therapies, in terms of current popularity and awareness are Somatic 
Experiencing, and Sensorimotor Psychotherapy (Levine, 2010a; Levine, 2010b; Levine, 2010c; 
Ogden & Minton, 2000; Ogden, Pain, & Minton, 2014). A framework of understanding, and a 
foundation of research from which MBST might be based upon, is provided by the practice of 
Somatic Experiencing.  Somatic Experiencing is widely accepted as a successful trauma therapy 
and has been researched for its efficacy and success as a trauma treatment. Components of 
Somatic Experiencing will be summarized and explored in relation to MBST. 
MBST is a relatively innovative and progressive approach to the implementation of a 
somatic therapy.  Developed and practiced by Ratha Chek (2019; MBST, 2018), MBST 
integrates a number of the core elements of a somatic therapy, of interoception and breathwork, 
with more traditional mindfulness and body-oriented practices found within ancient cultural 
practices from predominantly Eastern cultures.  Some of these cultural practices include yoga 
postures similar to Yin Yoga and Restorative Yoga, body-movement used to ‘unwind’ tension in 
the body, breathwork, and therapeutic touch and energy healing. While a training manual has 
been created and guidelines for best practice developed, an MBST practice is largely intuitive 





To respect MBST as a unified practice and approach, I will summarize, discuss, and 
analyze existing literature to examine the efficacy of MBST as a successful trauma treatment. 
Trauma affects a large number of people to varying degrees and current cognitive based 
approaches appear to be largely ineffective in treating the physiological responses of the trauma 
experienced by the client (Chek, 2019; Levine, 2010a; Levine, 2010b; Levine 2010c; Ogden & 
Minton, 2000; Olssen, 2013; Payne et al., 2015; Porges, 2009; Porges, 2017; Rothschild, 2000; 
Scaer, 2006; Van Ameringen et al., 2008; van der Kolk, 2015). The aim of this paper will be to 
present a comprehensive thematic analysis and literature review to answer the research question: 
How does the evolution of somatic therapies support the assertion that Mindfulness-Based 
Somatic Therapy is a successful trauma therapy? It is the goal of this study to provide some 
background knowledge, research, and study that might help substantiate the claims of MBST as a 
trauma treatment and to contribute to the existing knowledge of somatic therapies. While based 
on researched topics and validated practices, MBST has yet to be comprehensively studied for its 
impacts on trauma survivors and influence on PTSD symptoms. This paper will break down and 
analyze the individual components of Mindfulness-Based Somatic Therapy for their efficacy in 
treating trauma and use the assessments of the individual components to evaluate the impacts of 
MBST. A comprehensive review of the existing literature will be provided in an upcoming 
section.   
Methodology 
The completion of this major paper developed through change, adaptation, and evolution. 
This project was initially planned as research to collect primary data from MBST practitioners to 





the implementation of MBST. The process of selecting research participants and developing an 
understanding of MBST was completed with input from Ratha Chek, the creator of the MBST 
method. At Ratha’s invitation, the writer attended a training seminar for MBST Levels 1 & 2 
held in Richmond, British Columbia in November 2019. This training provided a deeper 
understanding and appreciation of the implementation of MBST and its intuitive nature and how 
to implement all of the pieces and practices of MBST in a unified manner. Ratha supplied many 
articles that she used and implemented during her formation of MBST and additional 
information was attained using the University of the Fraser Valley (UFV) library services and 
EBSCO Host search engine. This original project was eventually abandoned due to lack of 
participant availability, and adapted into the current form of research seen in this literature 
review (Kirby, Greaves, & Reid, 2016).  
Focus was shifted from a qualitative research project based on interview style questioning 
to a research project conducted using a thematic analysis and literature review through an anti-
oppressive and feminist research lens. However, the original process has influenced the 
foundation and the creation of the current research topic as well as some included literature, in 
that some of the literature comes from less rigorously validated sources. The research question 
for this project is: How does the evolution of somatic therapies support the assertion that 
Mindfulness-Based Somatic Therapy is a successful trauma therapy? This question was 
developed to provide clarity into why the individual elements of MBST may have been brought 
together constructing a singular method and to analyze how the integration of these elements as 





 As previously identified, literature was provided by Ratha Chek and was gleaned from 
the UFV library services and EBSCO Host search engine. Topics and subjects searched included 
“somatic therapy”, “yoga therapy”, “mindfulness”, “somatic experiencing”, movement in 
therapy”, “polyvagal theory”, “cultural healing”, “biology of trauma”, “trauma treatment”, 
“Wilheim Reich”, “breath work”, “mindfulness”, and combinations thereof. Google, Google 
Scholar, and Kanopy searches were also conducted in an effort to fill in the existing gaps around 
the less studied aspects and pillars embedded within MBST and Somatic Experiencing. Research 
articles were eventually limited to include anything between the years 2010 to 2019. This search 
parameter had to be expanded from the original goal of including articles only after the year 
2015. This search was expanded to access additional articles on topics that are sparsely 
researched or that have been researched in different countries.  Articles that were discovered and 
utilized included research completed in qualitative and quantitative methodologies. 
Additionally, the search parameters were expanded to include less rigorously validated 
bodies of research and inquiry that may provide insight and background to MBST and its 
efficacy. Because of the emerging and progressive nature of MBST, Master of Social Work 
projects, Doctoral dissertations, and websites were included to the literature in order to fill 
existing gaps left by academic journals and peer-reviewed articles. Articles were then stored in 
Mendeley to enable an ease of storage, identification, and search.  
Much of the literature included in this review included study on military veterans, first 
responders, refugees and asylum seekers, and those who experienced war. The majority of these 
countries where this research was conducted included: The United States of America, Israel, 





were provided include the perspectives of psychology and trauma, body and movement practices, 
yoga therapy, and alternative medicine.  Following, search results and ‘mining’ other papers for 
sources, a total of fifty-seven articles, publications, and research papers were utilized within this 
research literature review. A thematic analysis of the literature was completed, the findings were 
placed within the framework found in the MBST model, and presented in a narrative format. 
Gaps and limitations in the literature will be discussed to conclude the identification and 
exploration of the available literature.  
Research Lens 
 Each researcher holds biases or lenses, through which they see their research. This 
section discusses theoretical, professional, and personal lenses, and explores their influence on 
this literature review (Olssen, 2013).   
Theoretical Lens 
 The lens through which I work and research is strongly rooted in a trauma-informed 
practice lens and understanding.  Through personal reflection, I notice that much of the research 
provided in this paper and that is connected looks at the clients and research from a more holistic 
stance - where wellness focuses on the entire ‘self’, incorporating the physical, mental, spiritual, 
and emotional (Sun Bear, Wabun Wind, & Mulligan, 1992). My awareness and understanding of 
clients and their trauma and stress responses has been directly impacted by my learning of, and 
increasing my knowledge and understanding of, the Polyvagal Theory developed by Stephen 
Porges. Using the Polyvagal Theory to view my clients through has changed the lens through 
which I view clients and how I support my clients. I now understand more of the physiological 





get there, and tools and strategies that support and calm that part of the brain (Porges, 2009; 
Porges, 2017).   
One of the primary principles that the Polyvagal Theory allows me to offer clients is that 
the behaviours or responses that they might be experiencing are not their fault, are completely 
normal for their experience, and that they are completely instinctual and not in their control 
(Porges, 2009; Porges 2017). These responses could include heart rate, breathing rate, perception 
of danger, ability to connect with others, social behaviour, eye contact, and facial expressions 
(Porges, 2009; Porges 2017). I have noticed that by developing a Trauma Informed practice and 
understanding, I am better able to guide my clients into developing understanding and 
compassion for themselves, their reactions, and behaviours (Bent-Goodley, 2019). It shifts the 
focus away from their ‘deficits’ and back onto their strengths, resources, and tenacity.   
Professional Lens 
 The next lens to consider is the ‘professional lens’.  I must consider my role as Registered 
Social Worker practicing over six-years in a clinical-type setting at a small, not-for-profit agency 
in a small town in rural, interior, British Columbia.  My client base includes individuals, couples, 
and families of primarily, European and First Nations descent.  The age range of clients I see 
have varied from age three to eighty-three.  Nicola Family Therapy, where I currently work, 
holds many different contracts, which primarily support those who have, or who currently are, 
experiencing trauma, domestic violence, and intergenerational traumas.  The foundation of these 
programs includes anti-oppressive, strengths-based, feminist, and client-centred practice 





of Social Workers, I am grounded in the ethical guidelines and standards of practice and look to 
them to guide and direct my practice approaches.   
Through my work and training, I have developed a bias that views clients through a lens 
that looks at their whole self - meaning their physical, mental, emotional, and spiritual self.  
During my undergraduate social work studies, I learned to look at people through this lens of the 
medicine wheel and to appreciate the person as a whole.  In addition, I incorporate mindfulness-
based practices and find that Mindfulness-Based Cognitive Behavioural Therapy (Hick & Chan, 
2010) pairs well with Somatic Experiencing practices.  However, as I continue to reflectively 
develop my professional practice style, I find that I most often come back to a foundation of 
valuing relationship building and focusing on the emotional need of a client. When I base my 
practice on these foundational pieces, I notice that I can remain grounded and present for the 
client.       
Personal Lens 
The next lens will be focused on is the ‘personal lens’.  As a child, I grew up in Northern 
Alberta, Canada, living in an isolated farming community grounded in connection to land and 
self-sustainability through hunting, gathering, planting and growing food, and appreciating and 
relying upon nature and neighbours. My upbringing has truly influenced how I present myself to 
clients and to others.  This worldview is also the lens through which I view literature and my 
work with clients.  I highly value relationship and community, and use these values to lay a 
foundation upon which to place a therapeutic relationship when first meeting new clients.  I 
have, at different times in my life, attended various outdoor-based leadership courses that 





When I first meet with clients, I notice that my first inclination is to place value on 
holistic practices and on a practice that is connected to nature and ‘self’.  I acknowledge that in 
my life, during times of personal struggle, my instinct is to connect with nature and to pull in 
body-oriented and mindful practices as coping strategies and self-care practices.  By seeing how 
this inclination has supported me through life events, I find myself promoting and searching for 
therapeutic modalities that align with my experiences of growth and wellness. I believe that I 
have found this through the exploration and implementation of MBST, the experiences of 
Adventure and Wilderness Therapy, and incorporating mindful movement and body awareness 
into my own life. I believe that there is value from having our hands in dirt and being in nature, 
that movement is vital, and that wellness comes from looking at the ‘whole’ of a person.  It is 
important that the lenses through which I observe the world be kept in mind as one works 
through the following literature review (Antoniou & Blom, 2006; Sun Bear, Wabun Wind, & 
Mulligan, 1992).    
Literature Review: Thematic Findings 
 Much of the research I looked at identified successful and promising results for the use of 
somatic therapies. It appears that no matter the culture, the situation, or the trauma, a client can 
benefit from any level of incorporation of body-oriented treatment approaches into their mental 
health practitioner’s therapeutic practice. From military focused Yoga Therapy with veterans, to 
Somatic Experiencing with refugees and war trauma survivors, connecting with the body around 
traumatic and stressful events is beneficial.  
 Beginning with definitions and the history of trauma, this literature review will explore 





trauma, physiological responses they might experience, components of an effective trauma 
treatment, the development of somatic therapies, the practice of Somatic Experiencing, and the 
development and practice of Mindfulness-Based Somatic Therapy.  I will investigate how the 
data was gained, how the information was shared, and how it contributes to the field of social 
work, trauma therapy, somatic therapy, and mental health.   
Trauma Defined 
It is widely accepted that extremely overwhelming experiences can be stressful or 
traumatic and there are varying definitions and beliefs of what might constitute a traumatic event 
or events. Two examples of these definitions that might provide a continuum of traumatic 
experiences are those provided by Dr. Gabor Maté (2018a; 2018b) and by the American 
Psychiatric Association (2013). Dr. Gabor Maté (2018a; 2018b) is a Canadian physician who has 
worked extensively in the area of trauma and addictions in Vancouver’s Downtown Eastside. 
Through his research and experiences, he has developed a definition of trauma that may be 
considered to be more encompassing and that is gaining popularity in the work of those working 
in the anti-violence and addictions sector (2018a; 2018b).  
Maté defines trauma as: “the experience of emotional disconnection from oneself and to the 
present moment during, or after, an overwhelmingly distressing event” (2018a; 2018b). Based on 
this definition, Maté (2018a; 2018b) posits that nearly everyone has experienced trauma, to some 
degree, at some point of their life regardless of the details of the traumatic event. Maté’s 
definition is supported by the work of Herman (2015) who defines traumatic events as incidents 
that “overwhelm the ordinary systems of care that give people a sense of control, connection, and 





working in the mental health field. Much of Maté’s work is shared in the form of anecdotal 
accounts and reflections and there has been no formal research around this topic independently 
conducted by Maté. On Maté’s website, it is identified that “Dr. Maté weaves together scientific 
research, case histories, and his own insights and experience to present a broad perspective that 
enlightens and empowers people to promote their own healing and that of those around them” 
(Dr. Gabor Maté, 2020). This could lead the reader to believe that the wide-ranging and 
collaborative nature of Maté’s work gives his teachings deeper understanding and 
comprehension. In fact, Maté does appear to resonate with many mental health clinicians and 
clients from many backgrounds and with many experiences (Maté, 2018, May). 
The Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM-5; 
American Psychiatric Association [APA], 2013) is more widely accepted by the medical 
community, and used as a diagnostic tool for those who may have experienced a traumatic event. 
The DSM-5 is a document that has been developed, and is utilized by, the discipline of 
psychology; it provides definitions and diagnostic criteria for the majority of the known mental 
illnesses. Aligned with the “World Health Organization’s International Classification of 
Diseases… [and] designed by the leading authorities on mental disorders in the world and were 
implemented on their basis of their expert review, public commentary, and independent peer 
review” the DSM-5 strives to provide a comprehensive and exhaustive list of mental health 
conditions (APA, 2013, p. xli & xliii).  The DSM-5 does integrate a medical-model-based 
document which can be perceived as focused on the deficits within a client; however the authors 
and contributors of the DSM-5 appear to be invested in providing a rigorously studied and vetted 





Interpreting the DSM-5, (APA, 2013), Briere and Scott (2015), two well respected 
clinicians in the mental health field, provide insight and translation of these diagnoses and 
definitions of trauma-based mental illnesses through a trauma-informed lens. A summarized 
definition by the DSM-5 delineates trauma as:  
Exposure to actual or threatened death, serious injury, or sexual violence in one (or more) 
of the following ways: (1) Directly experiencing the traumatic event(s); (2) witnessing, in 
person, the event(s) as it occurred to others; (3) learning that the traumatic event(s) 
occurred to a close family member or close friend – in cases of actual or threatened death 
of a family member or friend, the event(s) must have been violent or accidental; (4) 
experiencing repeated or extreme exposure to aversive details of traumatic event(s) (e.g., 
first responders collecting human remains; police officers repeatedly exposed to details of 
child abuse). (p. 9)   
If somebody has experienced a traumatic event based on this definition, and are 
experiencing long-term symptoms, they may seek a diagnosis within the section of Trauma and 
Stressor Related Disorders. Trauma and Stressor Related Disorders, as defined by the DSM-5 
include: Reactive Attachment Disorder, Disinhibited Social Engagement Disorder, Posttraumatic 
Stress Disorder, Acute Stress Disorder, Adjustment Disorder, Other Specified Trauma- and 
Stressor-Related Disorder, Unspecified Trauma-and Stressor-Related Disorder (APA, 2013 p. 
265-290). The DSM-5 (APA, 2013) can be very exacting in the criteria that an individual must 
meet to be identified as a trauma survivor or to be diagnosed with a trauma-based disorder 





In response to the definition provided by the DSM-5, Briere and Scott (2015) state that 
this definition of trauma may be limited by one having to have experienced “actual or threatened 
death” to have experienced a trauma event. This would then exclude those who have experiences 
that have not been life threatening but were very traumatic, including, “extreme emotional abuse, 
major losses or separations, degradation or humiliation, and coerced (but not physically violent 
sexual experiences” (p. 9-10). Briere and Scott (2015) have concluded that “an event is traumatic 
if it is extremely upsetting, at least temporarily overwhelms the individual’s internal resources, 
and produces lasting psychological symptoms” (p. 10). This definition seems to straddle the 
middle-ground between the definitions provided by Maté and the American Psychological 
Association (2013). Based on this definition, examples of traumatic events can span a wide range 
of experiences.  
According to Briere and Scott (2015), traumatic events can include child abuse (physical, 
mental, and emotional abuse and neglect), mass interpersonal violence (terrorist attacks, 
bombings, and mass human-rights abuses), natural disasters (large fires, earthquakes, tsunamis, 
hurricanes, avalanches, volcanic eruptions), large-scale transportation accidents (airplane, bus, 
and train crashes, and ship accidents), fire and burns (house fires, physical burns), motor vehicle 
accidents, rape and sexual assault, stranger physical assault, intimate partner violence, sex 
trafficking, torture, war, witnessing or being confronted with the homicide or suicide of another 
person, life-threatening medical conditions, and emergency worker exposure to trauma (p. 11-
21). Although one may experience a traumatic event, the development of PTSD varies from 





Post-Traumatic Stress Disorder 
Research on the topic of trauma, completed throughout the 1990s, is referenced by Briere 
and Scott (2015); these surveys found “that more than half of adults in the United States have 
experienced at least one major trauma” (p. 10). More recent research completed by Van 
Ameringen et al. (2008), identifies that an estimated 76.1% of Canadians have experienced a 
traumatic event during their lifetime and approximately 9.2 % have been diagnosed with 
Posttraumatic Stress Disorder (PTSD). On a global scale, it is estimated by Van Ameringen et al. 
(2008) that between 1.3% to 37.4% of the of individuals around the world have been diagnosed 
with PTSD. This wide range of findings is affected by numerous factors including exposure to 
war, assessment tools, available supports, cultural influences, and natural disasters (Alpak et al., 
2015; Van Ameringen et al., 2008). Van Ameringen et al. (2008) continue to explain that it is 
also difficult to recognize concrete numbers of individuals who have experienced trauma and 
those who have been diagnosed with PTSD as there is a lack of existing research that has been 
completed, with the majority of the researched information being located in the United States of 
America.   
 One study conducted outside of the United States of America was completed by Alpak et 
al. (2015), who measured the occurrence and measurement of PTSD in Syrian refugees who 
were living in Turkey. Alpak et al. (2015) carried out a cross-sectional study of a total of three 
hundred and fifty-two Syrian individuals who were living in a tent city at the time of assessment. 
Conducted by native Arabic speakers, the researchers assessed PTSD via face-to-face interviews.  
This study resulted in a rate of 33.5% of the individuals meeting the PTSD diagnostic criteria.  





who were female and had experienced concurrent traumatic events and mental health conditions, 
that number who met the PTSD diagnostic criteria jumped up to 71% (Alpak et al., 2015).  
PTSD is a common mental health disorder which has many complex symptoms that 
cannot be fully predicted or defined and that manifest differently in each individual; this makes it 
difficult to wholly and completely treat a client with current, cognitive-based mental health 
approaches (Chek, 2019; Gregurek, 2016; Gupta, 2013; Levine, 2010a, 2010b, 2010c). It is this 
ambiguity in diagnostic criteria and symptomology that has been identified by many mental 
health clinicians who support the use of more progressive and body-oriented therapeutic 
approaches that might be used to ‘fill the gaps’ left behind more traditional trauma therapies. It is 
my belief that the inclusion of varied and adaptable methods of trauma treatment will 
increasingly meet the varied and complex needs of clients who have received a diagnosis of 
PTSD. 
PTSD is a mental health disorder that one might develop after experiencing a traumatic 
event; for the individual who is experiencing PTSD symptoms, it can be quite serious. It is 
defined as being “a chronic, often debilitating condition, which is the direct result of a traumatic 
event… and is characterized by intrusive or re-experiencing symptoms, persistent avoidance of 
stimuli associated with the stimuli and numbing of general responsiveness, and persistent 
symptoms of hyperarousal” (Van Ameringen et al., p. 171). These symptoms last longer than six 
months and have serious impacts on one’s ability to function (APA, 2013). Of those with a 
PTSD diagnosis, 80% are known known to be diagnosed with additional mental health disorders 
including alcohol and substance misuse, depression, anxiety revictimization, and suicidal 





(Canadian Mental Health Association, 2014; Canadian Psychological Association, 2020; Center 
for Substance Abuse Treatment, 2014) have been completed and information shared that echo 
the information supplied by Van Ameringen et al., (2008).  In fact, research completed by Van 
Ameringen et al. (2008) is referenced widely shared by the Canadian Mental Health Association 
(2014), and the Canadian Psychological Association (2020) and is supported by information 
shared by the Center for Substance Abuse Treatment (2014).  Before delving deeper into types of 
trauma treatments and what contributes to making them successful, this paper reviews risk 
factors and protective factors that influence the development of PTSD.  
Risk Factors 
‘Pre-trauma’ risk factors can provide insight as to why some might develop PTSD while 
others do not; however, this predictive ability is only one factor to identifying why some 
individuals develop PTSD and some do not (Van Ameringen et al., 2008). Existing risk factors 
for the development of PTSD include: female gender, young age, minority race, poverty and low 
socioeconomic status, previous mental health diagnosis, family history of mental illness, early 
childhood experience of trauma, childhood abuse, and being separated, divorced, or widowed 
(Van Ameringen et al., 2008). Factors that might indicate the development of PTSD also exist 
during and after the traumatic event. These include, the severity of the traumatic event, the lack 
of social supports, and the presence of additional life stressors (Van Ameringen et al., 2018; 
Briere and Scott, 2015). These findings may support the definition of trauma given by Maté 
(2018a; 2018b) and his description of emotional disconnection contributing to a negative trauma 





Reactions and symptoms that someone might experience after undergoing traumatic 
events, and that can contribute to a PTSD diagnosis, can vary from person to person, can depend 
on cultural expectations, and are influenced by a myriad of factors. Some of these posttraumatic 
responses have been identified by Briere and Scott (2015) and Gupta (2013) and include: 
depression disorders, complicated grief, anxiety and panic disorders, paranoia, stress disorders, 
disassociation disorders, amnesia, flashbacks, hallucinations, chronic nightmares, psychosis, 
substance use disorders, Borderline Personality Disorder, Brain Injury, and various somatic 
symptoms, disorders, and reactions. Gupta (2013) explains that many somatic symptoms that 
have been related to trauma are often missed and not connected to one’s experience of trauma.  
Protective Factors 
However, not everyone who experiences a traumatic event will receive a PTSD 
diagnosis. There are some characteristics and experiences that contribute to this resiliency; these 
are called protective factors. Protective factors that mediate traumatic stress include: being 
prepared for the stressor, developmental history, belief systems, prior experiences, internal 
resources and social support (Rothschild, 2000). Scaer (2006, as cited in Olssen, 2013) and 
Rothschild (2000), states that additional protective factors include if the individual is able to stay 
in control of an overwhelming situation by successively fighting back or escaping, and by 
recognizing trauma symptoms like intrusive thoughts and sensations which help the individual 
contain their impacts and implement coping strategies and safety plans to lessen the potential for 
retraumatization.  
It is important to know how trauma is defined by professionals and experienced by a 





traumatic experiences may be effectively processed, and if they have become “stuck”, and not 
processed by the client. If one is able to reframe and process their traumatic experience, they 
may be able to use this process, and skills learned, to continue throughout life building resilience 
and resourcefulness (Davydov et al., 2010; Warner et al., 2014).  This understanding then 
supports the need for trauma informed counselling practices.  
Trauma Treatments 
 Many supported theories are proven to have a positive impact on trauma processing and 
healing. Within these therapeutic approaches and theories, one might separate them between a 
top-down approach and a bottom-up approach. Solomon and Heide (2005) describe top-down 
processing as an approach that utilizes cognitive strategies to manage or inhibit problematic 
feelings, thoughts, and behaviours. Benefits to this approach include: “an understanding of how 
the trauma has affected them and how to change their beliefs and maladaptive ways of thinking, 
how to identify triggers and how they respond to them, and how to manage disturbing emotions 
and body sensations” (Olssen, 2013, p. 5).   
Olssen (2013) goes on to summarize Solomon and Heide (2005) by arguing that gaps in 
these cognitive approaches appear when physiological hyperarousal, like irritability, emotional 
dysregulation, difficulties with sleep, hypervigilance, and flashbacks, cannot be managed by the 
implementation of these approaches. This can occur because of the traumatic experience and, 
ensuing memories, overwhelming the processing capabilities that the brain uses to unpack and 
store ‘regular’ memories. Individuals who have experienced trauma have brains that have not 
processed the memories because of the overwhelming nature, and can be activated into a stress 





lead to difficulty in processing and perceiving life events. Levine (2010a; 2010b) explains that 
cognitive therapies often lead to the client remembering the worst of their experiences which can 
then retraumatize the brain by overwhelmingly flooding it with such a memory.  
Offering a contradictory approach are more body-oriented therapeutic approaches that are 
described as being ‘bottom-up processing’. Solomon and Heide (2005) describe these approaches 
as being biologically informed therapies that supports the clients in reconnecting with their 
bodies, growing in awareness of what they are experiencing in their bodies, and connect bodily 
sensations with emotions. Using these practices, individuals are then able to increase their 
tolerance of experiencing intense feelings allowing their bodies, and brains, to release emotion, 
process trauma, and calm their physiology. As Solomon and Heide (2005) state, trauma is much 
more than a cognitive experience and is largely experienced by the body, therefore the body must 
be accessed during the healing process.  
Somatic Therapies 
The ways in which trauma affects the body through somatic responses must first be 
understood.  Somatic responses are “physical or bodily symptoms that are strongly influenced by 
psychological factors” (Briere and Scott, 2013 p. 48). Some of the somatic symptoms described 
by Gupta (2013) include experiencing:  
unexplained dizziness, tinnitus and blurry vision, … cardiovascular, respiratory, 
musculoskeletal, neurological, and gastrointestinal disorders, diabetes, chronic pain, sleep 
disorders, and other immune-mediated disorders … higher morality … pain from muscle 
and skin, joint ache, itch, burning and prickling sensations, vasomotor flush, touch, 





from visceral fullness, nausea, cramps, distension of the bladder, oesophagus, stomach, 
and rectum. (pp. 86-88)  
Each of these symptoms have historically been quite easy to misdiagnose and ignore the link 
between body and mind (Gupta, 2013). If the reader looks to the work of Dr. Bessell van der 
Kolk (2015) they will find these symptoms mirrored and a highlighted connection between the 
body’s responses to the mind’s trauma. These considerations and research findings are one of the 
reasons that somatic therapeutic practices have been gaining popularity within the realm of 
trauma treatment.  
A body-oriented practitioner might argue that somatic practices have existed within 
ancient cultural and traditional practices in the form of practices like Yoga, Tai Chi, traditional 
songs and dances, Qi Gong and other such cultural practices.  (Caplan et al., 2013; Dieterich-
Hartwell, 2017; Kuroda et al., 2016; Pierce, 2014; Schmalzl et al., 2014). The transition into 
western cultures, academia and therapeutic awareness can be seen through a foremost, 
recognized, somatic approach, the Hakomi Method. The Hakomi method was first developed in 
the United States during the 1970s by Ron Kurtz and gained popularity and increased 
establishment in the field of therapy into the 1980s (Hakomi Institute, 2015; Kurtz, n.d.). 
Embodying core beliefs held by Buddhism and Taoism of “gentleness, nonviolence, compassion, 
and mindfulness…”, the Hakomi Method signified a shift in the popular therapeutic practices of 
that time (Hakomi Institute, 2015, paras. 2). The Hakomi Method is important to the 
development of MBST because it identifies an important shift away from an endorsed adherence 
to the principles of psychotherapy, ‘the talking cure’, where a mental health professional would 





therapeutic practice where a therapist would support their clients in experiencing their emotions 
in the moment and in their bodies (Kurtz, n.d.).  
Of all of the literature that was found on the topic of body-oriented therapies and Hakomi 
Therapy, only one included a mixed-method research study; all others were written in the form 
of a research paper promoting the methodology, the influencing beliefs and values, and 
descriptions of therapeutic practices with strategies for implementation. Mize and Iantaffi (2013) 
recognized a gap in research around body-based and mindfulness-informed group therapy 
approaches and designed a research project to address this gap by researching females who had 
experienced sexual trauma and were attending group therapy. There were two groups studied 
with a total of twelve participants who participated in the monthly group meeting over the six-
month study.  The findings provided mixed insight and support for the Hakomi method.  From 
the qualitative results, an observer might be led to believe that there were great successes 
experienced by each of the participants and significant gains were attained. However, when 
looking at the quantitative data, no significant changes were identified between the first 
assessment and the last.  
The authors, Mize and Iantaffi (2013) do identify that there were many limitations 
experienced in this research project, and based on the lack of conclusive findings and identified 
limitations, this article and research must be cautiously added to a clinician’s arsenal of support.  
One thing is clear in the writings of Mize and Iantaffi (2013) is their recommendation for further, 
and more exhaustive, research efforts in this field and amongst a wider range of participants. 
While there may be a lot of support from the mental health clinician, there was no substantial 





This shift into body-oriented therapy practices not only encouraged clients to experience 
the full range of emotions, but integrated and adapted spiritual practices, like meditation and 
Reichian Breath, that supported the reorganization of these emotional experiences and memories; 
clients were then able to ‘reframe’ experiences and shift their personal paradigm and story 
through integration of the mind and body (Hakomi Institute, 2015; Kurtz, n.d.). More recently, 
the use and promotion of Trauma-Informed Yoga Therapy and mindfulness practices have been 
gaining traction within the field of trauma healing (Caplan et al., 2013; Cushing & Braun, 2018; 
Cushing et al., 2018, Hinton et al., 2013; Hutchinson, 2015; Lang, 2017; Lilly & Hedlund, 2010; 
Martin et al., 2015; Rhodes, 2015; Sciarrino et al., 2017; Staples et al., 2013; Steinberg & Eisner, 
2015; Sullivan et al., 2018; Walker & Pacik, 2017). Trauma-Informed Yoga Therapy is offered 
by yoga teachers who have been trained in trauma-informed practices. This allows practitioners 
to develop an understanding and awareness of what their students might be experiencing and 
tools to support them through that experience (The Centre for Trauma and Embodiment at JRI, 
2017).   
It is thought that the combination of breath work, interoception, and body movement, that 
is inherent within a yoga practice, has the ability to process trauma and stress responses over 
time. Another factor that may contribute to the growing popularity of Yoga Therapies is an ease 
of access to yoga classes in North America and the low cost of attending a yoga class versus 
accessing a trained trauma therapist. Building on this transition away from the mind and talk 






A current, well-known, and widely practiced somatic therapy that has evolved within the 
field of somatic therapeutic practices and that is currently established within the field of mental 
health and trauma therapy is Somatic Experiencing (SE) (Levine, 2010b; Levine, 2010c). This 
methodology has been well researched and validated for its efficacy in trauma treatment and, 
according to a google scholar search, Levine’s (2010a) books have been cited over two-thousand 
times. Also, the citation and collaborative work that has taken place in partnership with Porges 
(2009; 2017) and van der Kolk (2015) amongst other scholars, mental health practitioners, and 
researchers further substantiate Levine’s work. Levine (2010a; 2010b; 2010c; Payne, Levine & 
Crane-Godreau, 2015), the creator of Somatic Experiencing, has come to the conclusion that to 
fully process and move through past trauma experiences and their lingering symptoms, one must 
involve the body in the healing process.  
 SE is different from cognitive therapies in that its primary intervention approach 
involves: 
…bottom-up processing by directing the client’s attention to internal sensations, both 
visceral (interoception) and musculo-skeletal (proprioception and kinesthesis), rather than 
primarily cognitive or emotional experiences. SE is not a form of exposure therapy; it 
specifically avoids direct and intense evocation of traumatic memories, instead 
approaching the charged memories indirectly and very gradually, as well as facilitating 
the generation of new corrective interoceptive experiences that physically contradict 





This shift into bottom-up processing away from the top-down approach commonly 
utilized in cognitive therapies has been evolving over the past 45 years of Levine’s work (Payne 
et al., 2015). One can gain a deeper understanding of bottom-up processing by looking towards 
the SE process and how it supports clients.  
The process and steps of SE allows the client to be guided into awareness of bodily 
sensations, at first to build internal resources and positive sensations to come back to if the 
residual trauma sensations become too much. Levine (2010a; 2010b; 2010c) compares the 
trauma processing done by the client’s body to the stress response seen in an animal. One can 
view a video of a Polar Bear, that is often referenced by Levine and other Somatic practitioners 
(Levine, 2010b; Levine, 2010c; Chek, 2019). In the video we can witness a fully completed 
stress response from beginning to end.  This starts with the bear running away from a threat, 
being tranquilized, regaining consciousness, and processing its stress response; how the bear 
manages and progresses through its physiological responses highlights the instinctive and 
inherent healing process identified by somatic therapists. Somatic therapists believe that when 
one instinctually allows themselves to process their traumatic and stress in this way, the trauma 
would be less impactful and lingering (Levine, 2010b; Levine 2010c); what might impede this 
process is a human’s tendency and desire to be in control and rationalize away the trauma 
symptoms (Levine, 2010b; Levine 2010c; Chek, 2019). Awareness of the impacts of SE is 
steadily growing through research efforts by Levine, his colleagues, and others working in the 
mental health field.  
SE is well supported by the independent research and discoveries completed by van der 





lens, the research of Porges (2009; 2017), who focuses on the impacts of stress and trauma on the 
nervous system, and many other somatic practitioners and researchers. These academics and 
mental health practitioners collaborate often on research and writing projects to promote the 
evolution of awareness on the role of the body and nervous system in trauma experiences and 
trauma healing. Both considered experts in their fields, they have contributed to the growth and 
development of the influence of trauma on the brain and body and how to support clients in 
processing these traumatic experiences through accessing the body.   
Polyvagal Theory 
Porges (2009; 2017) has focused on the roles of the brain stem and vagus nerve and how 
this nervous system influences the body’s trauma and stress reactions, and provides a deepening 
understanding of what makes somatic therapies effective as a trauma treatment. While the 
Polyvagal Theory is a relatively new theory, it does provide deeper understanding around the 
reasons why an individual reacts by fighting, freezing, or flighting when experiencing a 
traumatic or stressful situation. Additionally, Porges (2009; 2017) provides an explanation of 
why some individuals can stay ‘stuck’ in their responses and eventually become diagnosed with 
a disorder like PTSD.  
Using Porges’ Polyvagal Theory as a way to explain and understand trauma and stress 
responses, a social worker can recognize that the interconnectivity between the body and mind 
are so intertwined that both are impacted by experienced trauma. To understand the Polyvagal 
Theory, one must first develop a basic understanding of the physiology of the human autonomic 
nervous system. Porges (2017) discusses his discovery that there are three nervous systems that 





pathways that provide the primary vagal regulation of the organs below the diaphragm; (2) 
myelinated vagal pathways that provide the primary vagal regulation of the organs above the 
diaphragm; and (3) the sympathetic nervous system” (p. 62). It is the first two systems that 
contribute to trauma and stress responses, and can be better understood when having an 
understanding that they have been developed over time with evolution. The unmyelinated vagal 
pathway results in a freeze response similar to that of a reptile, while the myelinated vagal 
pathway controls a fight and freeze response similar to that of many mammals (Porges 2017).  
Two things that the Polyvagal Theory provides to the field of trauma therapy is an 
understanding that the behaviours and actions of those who have experienced trauma are not 
often a choice, but are in fact involuntary reactions to stimuli that the individual may not even be 
consciously aware of but which then makes emotional regulation difficult; Porges (2017) has 
labelled this process neuroception. Neuroception is the process in which the risk centre of the 
brain identifies risk somewhere and then triggers an autonomic response from the three aspects 
of the nervous system (Porges 2017). This is largely an unconscious and automatic process 
where one does not notice until the process is underway.  It is important to note that one cannot 
talk themselves out of having an autonomic reaction in the midst of having a reaction, there is no 
way to rationalize what the body perceives as dangerous until the treat has gone away. The 
second thing that Polyvagal Theory contributes to the field of trauma healing is a deeper insight 
and additional research into the vital role the body plays in trauma experiencing and trauma 
healing (Porges, 2017). MBST builds on this work and research and integrates various aspects of 





Mindfulness-Based Somatic Therapy 
Mindfulness-Based Somatic Therapy (MBST) is a progressive evolution of past somatic 
therapies that then blends and bridges these established somatic approaches with traditional 
healing practices found within ancient cultural traditions. Influenced by a body of work and 
research which provides a solid foundation of understanding and knowledge, MBST incorporates 
and builds on the practices and research of mental health practitioners previous. These 
contributions include the input from, most notably, Levine, Hakomi, van der Kolk, Herman, 
Porges, and Reich. What sets an MBST approach apart from other, more traditional, somatic 
therapies is the integration of supported yoga postures, movements, mindfulness practices, 
breath-work, interoception, and touch into a unified therapeutic approach (Chek, 2019).  
MBST is a progressive therapeutic approach that relies upon the trained clinician to apply 
an integrated system of body-oriented practices in response to sensations and reactions portrayed 
by their client.  This response is based on the research and practices of somatic therapies and 
other body-oriented movements and methodologies. Integrated with these traditional somatic 
therapies are some cultural practices, like yoga, that have resulted in a holistic and mindful 
approach. The combination of trauma-informed research, body-work practices, energy healing 
and healing-touch traditions, and yoga therapy all combine to create MBST and contribute to its 
perceived success (Borang, 2013; Dunn, 2019; Jones & Glover, 2014; Kuman, 2017; Payne et 
al., 2015; Silva, 2014). Chek (2019) describes MBST as “a body-oriented therapeutic approach 
for trauma release and healing. … [that is] designed to enhance the body’s natural capacity to 





Within the MBST training guidelines, there are three phases of trauma treatment that are 
identified, followed, and implemented. These phases are: Phase 1: Safety, Stabilization, and 
Symptom Reduction, Phase 2: Identification and Modification of Traumatic Memory, and Phase 
3: Reintegration and Rehabilitations. Phase one of this model is where the clinician would 
support the client in developing internal resources, feelings of safety, and regulation strategies; 
phase two includes supporting the client in leaning into and facing their traumatic memory and 
allowing the body to process the stuck energy and emotion; phase three is an important phase 
that supports the client in reintegrating any new awareness, release of traumatic thoughts and 
beliefs, and relaxation of the body. Using this trauma-informed and focused framework to guide 
the practice of MBST practitioners, MBST supports individuals in processing trauma memories 
and experiences through accessing the body (Chek, 2019). Leading the client through these 
phases, an MBST practitioner would use what Chek (2019) identifies as a RARI Cycle Model.  
The RARI Cycle Model is a cyclical MBST process that guides the client through a four-
step process of building resources within themselves, activating a traumatic experience, releasing 
and moving through the trauma by completing the fight and flight responses from the traumatic 
experience, and then integrating this present experience with past perceptions, memories, and 
experiences. This RARI Cycle ends with an integration step that allows a client to reflect on the 
present experience with MBST and how it might have shifted or changed their past traumatic 
memory and experience. This integration is supported by continuing to leave the client in a 
supported recovery posture as the client feels comfortable and by using music as a support to 





To connect these models and cycles of practice, one can look to the components of 
MBST to see how they come together to provide an integrated therapeutic model.  It is a belief of 
Ratha Chek, MBST creator and practitioner, and other somatic practitioners, that a client must 
begin a therapeutic process by creating internal resources through developing an awareness of 
what it feels like to feel safe and supported in their bodies through the use of supported yoga 
postures.  Supported Yoga postures are similar to Yin Yoga and Restorative Yoga practices 
where the client experiences being fully supported through the extensive use of blankets, 
bolsters, and yoga straps. Once this feeling of support, security, and comfort is established in the 
client’s bodies, the client has created and developed internal resources that they can then draw 
upon.  The clinician can guide the client through resourcing exercises that supports the client into 
sinking into and reveling in these feelings and how they might feel in their bodies. For a client 
who has experienced trauma and no longer trusts their bodies to take care of them, or for whom 
their bodies are no longer safe, this can be a first step in reconnection and return to their ‘self’ 
(Chek, 2019). This process can be placed within the framework of trauma treatment that is 
provided by the MBST training which will be explored below.   
It is only once the client has various resources built up and stored in the body, and is 
familiar with the MBST process, that they might move into accessing the traumatic memory or 
sitting with the related body sensations. Once internal resources have been established, the client 
can then be guided into shifting from these sensations and feelings of safety into leaning into and 
facing the uncomfortable, and often painful, memories of their traumatic experiences.  It is 
through this supported experience of feeling the emotion attached to the traumatic memory that 





experiences that was interrupted and was then being avoided, numbed, or pushed down (Chek, 
2019; Levine, 2010a;  Levine, 2010b; Levine, 2010c).  In learning how to go back and forth from 
feelings of safety into discomfort and back into safety, a client is able to control how fast they 
process their experience and is able to finish the biologically-based processing of their fight-
flight-freeze responses that were not able to be expressed previously (Chek, 2019; Levine, 
2010a; Levine, 2010b; Levine 2010c; Porges, 2009).  
To support the client in activating their nervous system and preparing their bodies for 
processing ‘stuck’ memory and trauma responses of fight-flight-freeze, a client can use 
movement and breath.  As explained by Levine (2010a) and Porges (2009; 2018), Chek (2019) 
supports the client in using guided movement to shift a client’s awareness into their bodies, and 
breath to activate the nervous system.  When the body is prepared and activated, and the client’s 
awareness is focused on their bodily sensations rather than cognitive processing, the inherent and 
primal processing cycle can occur.  To an observer, this can include shaking and trembling of the 
body and limbs, oscillation and undulation movements within the body, moaning, harsh 
breathing, crying, and even screaming.  Throughout this release, the clinician must be attuned to 
their client and can offer quiet direction, respectful touch to remind the client of their internal 
resources and breath, bodily resistance that the client might use for acting out an interrupted fight 
response, and a calm presence that oversees and offers care and protection (Chek, 2019).  
When the physical responses of the client begin to taper, the clinician may support the 
client in transitioning away from the traumatic memory, into their internal resources, and into an 
integration phase of rest. When this integration phase has completed, the session has been 





their ‘everyday’ life and a client is encouraged to journal and reflect on these new consciousness 
and understandings of their experiences (Chek, 2019). From yoga therapy, to healing touch and 
breathwork, there have been research efforts to establish the efficacy of these practices.  
Although the individual pieces of MBST are gaining popularity in research, and are tentatively 
accepted as having accuracy and value within trauma therapy, MBST is a relatively new 
therapeutic approach that is promoting the integration and unification of a specific set of skills 
and practices within established trauma therapy models.  
Discussion 
 From trauma research to Yoga Therapy, there are many areas for future growth, 
development, and research.  Knowing, and accepting, that traumatic events have distinct, 
predictable and predicated physiological responses that can be best accessed and regulated 
through body movement and awareness ought to be guiding the future research efforts within the 
mental health community.  While this literature review focuses on clinical social work, 
incorporating different and alternative therapeutic methodologies into one’s practice as a social 
worker in any field will only benefit the social worker themselves as well as their clients.  When 
social workers provide care from a place of understanding trauma and the physiological 
responses one experiences as a trauma response, it can set up clients for a more holistic, 
collaborative, and all-encompassing approach to support and care and can influence how the 
social worker themselves are impacted by their work (Bent-Goodley, 2019).   
Bent-Goodley (2019) describes this as a trauma-informed approach and identifies that it 
is more than a practice, but is “…a way of thinking. [that is] … strengths based and focused on 





experiences. It requires that the practitioner understand the nature of trauma and the 
neurobiology of trauma while simultaneously being able to view the whole person and not as 
solely a victim of the traumatic incident(s)” (p. 5).  By shifting one’s perception of their client, 
whether it be in a child-protection, health care, mental health, anti-violence environment, policy, 
or leadership into a perspective and practice that honours clients’ strengths, resilience, and 
tenacity, clients are better supported.  Body-oriented approaches are inherently aligned with this 
definition and associated practices.    
When integrating body-oriented aspects and practices into a therapeutic relationship, one 
naturally must put the client at the centre of the practice – it is the client’s body, awareness, their 
practice that creates long-standing and sustainable changes.  Additionally, body-oriented 
practices like MBST might take place in a therapeutic setting, but there are also many pieces that 
can be hugely beneficial when practiced by the client independently.   
It has been overwhelmingly identified by the authors of these books, journal articles, and 
dissertations that there needs to be additional research completed in the field of body-oriented 
therapies; this is particularly the case in regards to MBST.  Given the nature and the recent 
development and implementation of MBST, there has yet to be any formal research project 
completed to assess the efficacy of MBST as a trauma treatment.  Whilst one can gather research 
relevant to the individual elements of MBST that make up the practice, a formal and empirical 
research process would only benefit the practitioners of MBST, other somatic and body-oriented 






A suggested avenue for future research would be to complete formal research efforts and 
projects to provide concrete data that one can employ as support for the use of MBST and other 
body-oriented techniques in therapeutic settings.  Perhaps one might consider beginning this 
research on social workers themselves to assess the impacts of lessoning the occurrences of 
vicarious trauma, compassion fatigue, and other negative impacts of joining their clients in 
processing and moving through their trauma. As Chek (2019) identifies, when the practitioner 
heals themselves, they are better able to support their client in their own healing. 
 Although each individual aspect of MBST has been researched and considered for its 
influence and impact on the trauma healing process, there are some components that have not 
been researched individually but have only been considered in conjunction to additional practices 
and elements and others that remain outside of academic settings and practices.  An example of 
the intertwined nature of some of these research efforts can be seen within the research around 
Yoga Therapy.  Along with the practice of Yoga as a therapeutic approach and healing modality, 
are ingrained the practices of breathwork, mindfulness, and interoception.  Perhaps the field of 
somatic therapy and MBST could be better served with additional, academically rigorous 
research efforts focused on discovering the influence of each individual component that 
contributes to the overall success of the modality.   
It seems as though many of the identified and discussed research projects in this literature 
review are completed in a format of storytelling, sharing anecdotes or informally sharing 
information based on proposed research.  Of those who had completed research projects, many 
identified a need for more comprehensive and exhaustive efforts to rigorously research these 





research processes is if a cognitive-based research approach is able to be appropriately and 
adequately applied to a body-oriented methodology in a way that would fully recognize and 
measure the entirety of the approach and capture a clear picture of its benefits and limitations. 
However, it is clear that more rigorous research guidelines could be applied in these areas; 
perhaps when completed, a bridge between an adaptable and intuitive holistic therapeutic 
practice and a structured and diagnostic medical model practice could be built.   
Conclusions 
Awareness of trauma, how many people it affects, and how it can manifest in someone is 
growing.  In the field of social work, one must take responsibility of growing and developing 
awareness of trauma informed approaches and practices, how traumatized clients may respond to 
stressful stimuli, and reasons why trauma can influence our relationship to them.  With this 
deeper understanding of trauma, physiological responses and how we might support our clients 
to be successful, we can offer more complete, collaborative, and holistic care and support.  
Moving out of a clinical social work setting, one can implement components of somatic 
therapies and Mindfulness-Based Somatic Therapy in any meeting or session with a client.  This 
can include the integration of grounding exercises, breathing with a client to support the 
regulation of their nervous system, to offering a pillow to create a sense of support and comfort 
in their bodies.  By supporting our client’s bodies in a trauma informed and body-oriented 
manner, we can help to offset the impacts of trauma and can offer concrete tools, knowledge, and 
strategies for clients to better understand themselves, their reactions, and their own healing 





components and offer them in an individualized and non-threatening way that the client can 
control and practice independently. 
There is not currently any formal research completed on Mindfulness-Based Somatic 
Therapy that might indicate its success as a trauma treatment; however, if one breaks down the 
individual elements of MBST they would find research, anecdotes, and experiences that support 
the discovery of promising results should an empirical research project be completed. Shifting 
into a treatment model for trauma that accesses the body, regulates the physiological responses, 
and processes trauma experiences in a non-traumatic way only indicates positive things for the 
future of trauma treatment with MBST given a central role.  Planning and carrying out 
additional, focused research on body-oriented therapeutic practices will only provide a better 
foundation and motivation to implement therapeutic approaches like MBST. 
 With the existing research supporting the application of therapy models that shift away 
from solely utilizing cognitive-based therapies for trauma treatment and into integrating body-
oriented approaches to aid regulation, and physiological stress response processing, there is no 
reason for current and future mental health practitioners not to begin practicing this now.  When 
words become too much, or one cannot bear to talk about their experiences, incorporating 
aspects of Mindfulness-Based Somatic Therapy, one allows the body to talk to the brain using 
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